Aim: To evaluate the effects of a hospital-community partnership transitional program among patients with coronary heart disease. Methods: This was a randomized controlled trial with 236 patients who were randomized into two groups. The patients in the control group received the usual care. In contrast, the patients in the study group received the transitional care program. The data were collected at the baseline, 30 days, and 90 days after discharge. The primary outcomes were the 30 and 90 day readmission rates after discharge. The secondary outcomes included the quality-of-care transitions, medicine adherence, and chronic disease self-efficacy. Results: The findings indicated that: (i) the patients in the study group reported significantly lower 30 and 90 day readmission rates after their discharge than those in the control group; (ii) statistically significant differences were found in the quality-of-care transitions at 30 days postdischarge between the two groups as the patients in the study group reported significantly higher quality-of-care transitions, compared to those in the control group; and (iii) the patients in the study group reported significantly higher scores in medication adherence and chronic disease self-efficacy at 30 and 90 days after discharge than those in the control group. Conclusion: This study is an original effort to establish and evaluate a hospital-community partnership transitional care program in patients with coronary heart disease in China and the findings have demonstrated its effects.
INTRODUCTION
Coronary heart disease is a global health issue that affects~15.4 million persons in the USA (Go et al., 2013) . In China, it is reported that~10 million persons out of a population of 1 billion have coronary heart disease (Center for Health Statistics and Information, 2009) . Although the management of coronary heart disease has improved recently, the annual death rate from coronary heart disease in China has increased from 5.7 per 10,000 in 2006 to 10.1 per 10,000 in 2013. Meanwhile, the number of patients who are admitted for coronary heart disease has increased from 3.8 million in 2010 to 5.7 million in 2013 (Center for Health Statistics and Information, 2014) . The increased hospitalization rate results in the increased use of healthcare services, such as medication therapy or percutaneous coronary intervention (PCI), for patients, which eventually could result in increased therapy expenditures, costing about CNY11.5 billion in 2013 (National Center for Cardiovascular Diseases, 2015) . Coronary heart disease has become a primary health issue and disease burden for Chinese persons. The poor care of coronary heart disease has resulted in poor medication adherence and increased adverse events, unplanned readmissions, and in-hospital healthcare expenditures (Forster, Murff, Peterson, Gandhi, & Bates, 2003; Jencks, Williams, & Coleman, 2009 ).
According to the American Geriatrics Society, transitional care refers to a set of actions that is designed to ensure the coordination and continuity of health care as patients transfer between different locations or different levels of care within the same location and is often provided by interdisciplinary teams of professionals (Coleman & Boult, 2003) . Transition from the hospital to home for patients with coronary heart disease is a vulnerable process in which several challenges can exist, such as inadequate self-care knowledge and skills, poor medication adherence, insufficient discharge summaries that have been transmitted from hospitalists to primary care providers, and a marked increase in unplanned rehospitalizations (Lee, Abdullah, Bulgiba, & Zainal Abidin, 2013; Marcum et al., 2013; Molloy et al., 2012) . It has been reported that the 30 day hospital readmission rate for international patients with ST-segment elevation myocardial infarction was 9.9% (Kociol et al., 2012) . Another study has shown that 19.9% of patients with myocardial infarction in the USA were rehospitalized 30 days after their discharge (Jencks et al., 2009) . In China, the 30 day hospital readmission rate for patients with coronary heart disease was 33.3% (Yuan & Liu, 2008) .
A report from the Medicare Payment Advisory Commission has regarded the unplanned rehospitalizations as an area of low quality and high cost, which prompted the leaders of healthcare systems in the USA to focus on unplanned readmissions (Hackbarth, Reischauer, & Miller, 2008; Medicare Payment Advisory Commission, 2007) . Moreover, the Centers for Medicare & Medicaid Services (2014) began issuing financial penalties to hospitals with 30 day all-cause readmission rates above the national average for acute myocardial infarction, heart failure, and pneumonia. The organization also has emphasized the care transitions as a focus in its nineth statement of work and quality improvement organizations in 14 states in the USA have adopted various measures to improve the quality-of-care transitions and reduce the 30 day avoidable rehospitalizations (Centers for Medicare & Medicaid Services, 2008) . In addition, in China, the 30 day readmission rate has been regarded as an important index that has been used for assessing hospital healthcare quality since 2011 (Department of Health, 2011) .
A systematic review that was related to the transitional care of patients with coronary heart disease included 17 studies and identified three intervention types: hospital-initiated support and education (eight studies), community-based education (seven studies), and chronic disease management (one study) (Prvu Bettger et al., 2012) . Stamp, Machado, and Allen (2014) proposed that, ideally, care transitions should start during admission and continue at home and include communication between hospitalists and primary care providers to ensure continuity of care. However, the majority of transitional programs go beyond education alone to contain the nurse's role in coordinating multidisciplinary referrals, based on the patient's needs (Stamp et al., 2014) . Laugaland, Aase, and Barach (2012) emphasized that transitional care interventions should further be based on effective multidisciplinary teamwork, both within the hospital and between the hospital and the community. Models that provide interventions across the hospitalcommunity interface seem to be essential to promote patient safety (Laugaland et al) . Parrish, O'Malley, Adams, Adams, and Coleman (2009) also stated that healthcare systems that are interested in improving care transitions have a compelling reason to explore the viability of implementing the intervention, with attention to developing or addressing collaborative hospitalcommunity partnerships (Parrish et al.) . However, to the authors' knowledge, strategies that emphasized coordination and continuity of care among healthcare professionals from hospitals to community healthcare centers have been relatively few. Furthermore, the above-mentioned systematic review indicated that the outcome indicators for a transitional program for coronary heart disease patients in previous studies comprised: (i) patient-level outcomes, such as medication adherence, illness perception and symptoms, physical and emotional status, quality of life, and mortality; and (ii) system-level outcomes, including unplanned rehospitalizations, emergency department visits, and outpatient visits (Prvu Bettger et al., 2012) . More optimal measures for hospital discharge transitions, such as patientcentered care transition measures and hospital consumer assessment of healthcare providers and systems, have not been evaluated effectively.
Recently, concerns about the quality-of-care transitions for patients with coronary heart disease have increased rapidly in China. However, an effective discharge planning process has not been sufficiently provided in China's national hospitals, which might result in poor discharge preparation for patients. Moreover, despite the sustainable development of community healthcare services in China in recent years, effective coordination and continuity of care from hospitals to community healthcare centers have not been established, which could lead to poor quality-of-care transitions and increased avoidable readmissions. In China, the 30 day readmission rate is an important index for the evaluation of hospital healthcare quality; meanwhile, collaboration between hospitals and community healthcare centers has been encouraged and it is the responsibility of community healthcare centers to manage the health of Chinese postdischarge patients (Department of Health, 2011) . Therefore, many hospitals and community healthcare centers in China are endeavoring to adopt a set of quality improvement programs to improve the discharge procedures in the hospital and enhance hospital-community collaboration in order to reduce the 30 day readmission rates and to increase patient readiness to discharge cooperatively. The purpose of this study was to assess the effects of a collaborative hospital-community partnership transitional program on the readmission rates, quality-of-care transitions, medication adherence, and chronic disease self-efficacy of patients with coronary heart disease in China.
METHODS

Research design and sample
This study was a randomized controlled trial (RCT). The sample size was calculated based on the 30 day readmission rates in the study group (25.5%) and the control group (8.5%) in a previous study (Society of Hospital Medicine, 2013) . A sample size of 77 in each group was required in order to detect the significant differences (type I error = 0.05, type II error = 0.20). The smallest sample size was 92 in each group, allowing for a possible drop-out rate of 20%. In this study, 118 participants were recruited in each group.
Patients in a general tertiary-level hospital in Chengdu, China, were recruited. The inclusion criteria were: (i) aged ≥18 years; (ii) diagnosed with coronary heart disease and admitted for the first time; (iii) lived in the central districts of Chengdu; (iv) returned to the home residence, not long-term care facilities, after discharge; (v) could be contacted by mobile phone after discharge; and (vi) agreed to participate in the study. Patients with a visual or hearing impairment, mental disorder, or dementia were excluded. The first participant took part in the RCT on November 17, 2012 and the last participant completed his or her follow-up visit on June 11, 2013.
The 1:1 randomization was carried out by an independent statistician who remotely used a computerized random number generator, with number "0" belonging to the study group and number "1" belonging to the control group. Each randomized number was sealed in a separate envelope, which was distributed to each patient according to his or her admission order by an independent researcher. The blinding of patients was impossible as the intervention strategies were provided only for those patients from the study group. This could be a source of bias and a limitation. However, the research assistants who collected the baseline data and carried out the final assessments remained blinded to the patients' group assignment.
Hospital-community partnership transitional program
The program took reference to the Project BOOST (Better Outcomes for Older adults through Safe Transitions) (Society of Hospital Medicine, 2013). The five core principles that are central to the Project BOOST are: (i) patient centeredness: the project's focus is on the needs, abilities, and desires of the patients and their families or caregivers; (ii) patient and family or caregiver empowerment: hospital care teams address the patients' postdischarge needs and empower the patients and their families or caregivers to manage them; (iii) reduce the risk for harm after discharge: the healthcare teams conduct a follow-up phone call after discharge or an expedited follow-up appointment; (iv) team-oriented: successful transition requires collaboration among the nurses, case managers, physicians, patients, and their families or caregivers; (v) bridging the care transition gap: the hospital care teams interact with the after-care providers, patients, and their families or caregivers to ensure access and follow-up in order to help the patients to address any issue or question that arises after discharge. The design of the transitional care program in this study shares the essence of the Project BOOST and the intervention protocol has been validated by an expert panel that contained three cardiologists, three clinical nurse specialists in cardiovascular diseases, two healthcare providers in community healthcare centers, and two healthcare policy designers. The hospital-community partnership transitional program was delivered by the combination of a hospital cardiologist and a hospital nurse, as well as a family physician and a home nurse in each community healthcare center to which each patient belonged. The arrangement of the program was as follows.
Admission phase
The cardiologist and the hospital nurse evaluated the patients' pre-admission medications simultaneously. The cardiologist adjusted these medications if necessary and informed the patients immediately, while the hospital nurse recorded any allergy.
Hospitalization phase
The cardiologist was responsible for providing the patients with instructions on their diagnosis, treatment plan, medications, risks, and benefit of treatment. The hospital nurse distributed a written self-management brochure and provided disease self-care advice to each patient and his or her caregivers. This advice comprised instructions on their medication, diet, exercises, and mood management etc. A teach-back method was carried out in order to reinforce the patient's comprehension and understanding. An example of the introductory question included: "I want to make sure that I did a good job explaining your body's signs that your heart is not pumping effectively. Can you tell me three signs you would notice in your body?"
Predischarge phase
A written and individualized discharge plan was developed by the cardiologist, hospital nurse, patient, and his or her caregivers cooperatively the day before his or her discharge. The content comprised each patient's address and telephone number, diagnosis and treatment plan, postdischarge medications, postdischarge follow-up arrangements, contact information of the community healthcare centers, and postdischarge diet and exercises etc. Meanwhile, extra written postdischarge medication guidance, including about statins, β-blockers, aspirin, angiotensin-converting enzyme inhibitors, angiotensin II receptor blockers, and antiplatelets other than aspirin, was distributed and explained to each patient by the cardiologist. The discharge planning also was instructed by using a teach-back strategy.
Postdischarge phase
The hospital nurse sent the discharge plan by email to the home nurse in each community healthcare center to which each patient belonged within 48 h after his or her discharge. Then, the home nurse established an electronic health record for the patient and notified his or her family physician of the postdischarge follow-up arrangements. During the first week after his or her discharge, the family physician and home nurse made structured telephone calls to the patient. The family physician was responsible for monitoring disease progress, adjusting the treatment plan if necessary, and assessing the need for referral. The patient's medical information or progress record in the postdischarge phase was conveyed to the hospital nurse via email with a short message notification if the patient should be readmitted to hospital. The home nurse reinforced health self-management behaviors and reviewed and reset the healthcare goals with the patient. During the fourth week after discharge, in addition to the same tasks that both the family physician and the home nurse needed to complete as in the first week, the home nurse needed to remind the patient of timely outpatient visits to hospital. The average follow-up time for the family physician and the home nurse were 17.21 AE 6.34 min (range: 11-32 min) and 21.56 AE 7.58 (range: 16-39 min) at the first time, respectively. They were 14.82 AE 4.67 min (range: 8-24 min) and 17.98 AE 6.57 min (range: 12-28 min) at the second time, respectively.
The usual-care group received a written postdischarge checklist, including a diagnosis and treatment plan during hospitalization, postdischarge medications, and diet and exercise suggestions before discharge. Oral instructions on medication settlement and diet and exercise management were provided by the hospital nurse before discharge. Outpatient telephone follow-up and support services, including basic health advice and reminding the patient of timely outpatient visits to the hospital, were conducted by a hospital nurse at 1 and 4 weeks after their discharge, respectively.
Selection and preparation of the healthcare providers
The cardiologist who was selected had >20 years of medical experience in cardiovascular diseases. The hospital nurse had at least 10 years of cardiovascular nursing experience and had favorable communication and teamwork skills. They participated in an 8 h training program, involving theoretical input (5 h) and case management training (3 h). The specific training content comprised: (i) an introduction to transitional care and case management; (ii) collaborations between hospital and community healthcare centers; (iii) the use of the teach-back method; and (iv) the art and skills for disease management and how to develop and deliver a discharge plan. The training protocol had been validated by an expert panel, which involved two cardiologists, three clinical nurse specialists in cardiovascular diseases, two academic researchers in care transitions, and two healthcare providers in community healthcare centers.
The family physicians had at least 10 years of family care experience. The home nurses had >10 years of chronic disease management experience. These healthcare providers participated in a 40 h training course. The specific training content was composed of: (i) transitional care and case management; (ii) collaborations between hospital and community healthcare centers; (iii) cardiovascular disease management, including treatment, medication, diet, exercises, and mood management; and (iv) referrals for hospital help. The trainers were one expert who was experienced in care transitions and case management, one expert who was experienced in collaboration and teamwork, and three nurses and two cardiologists who were experienced in health care for patients with cardiovascular diseases. The training course also had been validated by the same expert panel as for the cardiologist and hospital nurse training. All the trainees had to pass an exit test before being assigned to the services.
Instruments
The primary outcomes were the 30 and 90 day readmission rates after discharge. The secondary outcomes included the quality-of-care transitions, medication adherence, and chronic disease self-efficacy.
Care Transition Measure-15
The measure evaluates the extent to which patients are being prepared to take part in self-care behaviors postdischarge and assesses the quality-of-care transitions from the patients' perspective. It consists of 15 items and four subscales (critical understanding, importance of preferences, management preparation, and existence of a written and understandable care plan). It is assessed by a four-point scale, ranging from 1 ("strongly disagree") to 4 ("strongly agree"), and the initial total score will be linearly transformed to a score on a 0-100 scale, with higher scores suggesting better care transition quality. It is constructed as a second-order factor structure in which the 15 items each belong to one of the four subscales and the four subscales make up the overarching unidimensional construct that evaluates the overall quality of transitional care and is summarized as one total score (Coleman et al., 2002) . The Cronbach's α of the scale is 0.93. It shows favorable discriminant validity with statistically significant differences in the total score that is found between patients who were readmitted or visited emergency departments and those who did not (Coleman, Mahoney, & Parry, 2005) . The quality-of-care transitions in the study were measured by using the Chinese version of the Care Transition Measure-15 (CTM-15), with acceptable reliability and validity (Cao et al., 2015) .
Eight-item Morisky medication adherence scale
This scale is a self-reported instrument to evaluate patient adherence. It involves eight items that address medication-taking behavior and adherence. The first seven items have dichotomous responses ("yes" or "no") and the eighth item is ranked by a five-point scale, ranging from 0 ("never") to 1 ("all the time"). The eight-item Morisky medication adherence scale (MMAS-8) total score ranges from 0 to 8, with higher scores indicating a higher level of adherence. The MMAS-8was reliable (Cronbach's α = 0.83) and significantly associated with blood pressure control (Morisky, Ang, Krousel-Wood, & Ward, 2008) . Medication adherence in this study was measured by using the Chinese version of the MMAS-8, which demonstrated good internal consistency (Cronbach's α = 0.77), test-retest reliability (r = 0.88), and construct validity (Yan et al., 2014 ).
Short-form Chronic Disease Self-Efficacy Scale
It is a six-item instrument to assess confidence in managing chronic disease symptoms and is rated from 1 ("not at all confident") to 10 ("totally confident"). It is a single-factor structure with high internal consistency (Cronbach's α = 0.96) and test-retest reliability (r = 0.98). The scale also demonstrated significant moderate relationships with the SF-36 and self-rated health (Lorig, Sobel, Ritter, Laurent, & Hobbs, 2001 ). In this study, self-efficacy was measured by using the Chinese version of the Short-form Chronic Disease Self-Efficacy Scale, with high internal consistency and test-retest reliability (Chow & Wong, 2014 ).
Charlson Comorbidity Index
This index is a method of predicting mortality by classifying or weighting comorbid conditions (comorbidities) and has been used widely by health researchers to measure the burden of disease and case mix (Charlson, Pompei, Ales, & Mackenzie, 1987) . The index has been validated for its ability to predict mortality in various disease subgroups, including cancer, renal disease, stroke, intensive care, and liver disease. Comorbidity in this study was measured by using the Chinese version of the Charlson Comorbidity Index, indicating its excellent validity for predicting 1 year mortality (Chan, Luk, Chu, & Chan, 2014) .
Demographic and clinical data
Baseline demographic or clinical data, such as the participants' sex, age, marital status, educational level, disease category, hypertension grade and cardiac function, and type of treatment during hospitalization, as well as the types of healthcare insurance and the length of hospital stay, were collected from charts and interviews.
Data collection procedure
The data were collected at the baseline, 30 days (O1), and 90 days (O2) after discharge. Before the study, two research assistants who were blinded to the patients' study group assignment were trained to collect the baseline and final assessment data. The inter-rater reliability (Cohen's kappa coefficient) for the different measures between the two assistants ranged from 0.93 to 0.97. The data collection process was as follows: (i) the patients were told the purpose and importance of the study and a written informed consent form was obtained from each participant; (ii) the baseline data were collected by a face-to-face interview; and (iii) the patients were contacted by email or mobile phone to complete the final assessments at 30 days and 90 days after their discharge. As for the patients who could be contacted by email, they were required to complete the Web-based questionnaires according to their actual feelings and return the responses in 1 week. With regard to the patients who could be contacted by mobile phone, the research assistants read the questions and responses word-for-word and recorded their answers.
Data analyses
The statistical analysis package that was used in the study was IBM SPSS Statistics for Windows v. 20.0 (IBM Corporation, Armonk, NY, USA). Univariate analyses between the study and the control groups for the demographic and clinical data were examined by using independent samples t-tests or Wilcoxon-MannWhitney Utests for the continuous variables and the χ 2 -tests for the categorical variables. A repeated-measures ANCOVA (data normally distributed) or generalized linear mixed-models (GLMMs) (data not normally distributed) was executed in order to investigate the differences in medication adherence and chronic disease self-efficacy over time. Differences in the quality-of-care transitions (at O1) and readmissions (at O1 and O2) between the two groups were calculated by using Wilcoxon-Mann-Whitney U tests. The analyses were conducted on an intention-to-treat and the missing outcomes were replaced by using multiple imputation. All the P-values that were <0.05 were considered to be statistically significant (two-sided test).
Ethical considerations
This study was approved by the ethical review boards at the researchers' university and all the necessary procedures for this study were conducted at the target facilities. A written informed consent form was obtained from each participant. The participants were assured of anonymity, confidentiality, and their right to withdraw from the study at any time. The trial was registered on the Chinese Clinical Trial Registry.
RESULTS
Baseline characteristics of the patients
In total, 323 patients were contacted by the hospital nurse in the department of cardiology. As a result, 61 patients did not meet the inclusion criteria and 18 patients refused to participate in the study due to various reasons, five patients were excluded for dementia and three patients were excluded as they were not able to communicate effectively. In total, 236 patients were randomized to the study (n = 118) or the control (n = 118) group. At the time of the study, all the participants in both groups completed the whole intervention procedure and 19 participants (16.1%) in the study group and 23 participants (19.5%) in the control group were lost to follow-up at 90 days after discharge (Fig. 1) . No considerable difference between both groups was noted in the baseline data for the demographic and clinical measures ( Table 1) .
Comparison of readmissions, the quality-ofcare transitions, medication adherence, and chronic disease self-efficacy There were statistically significant differences in the 30 day readmission rate in the study group and the control group (5.1% vs 16.1%, respectively; χ 2 = 8.39, P = 0.004) and the 90 day readmission rate in the study group and the control group (8.5% vs 20.3%; χ 2 = 7.71, P = 0.005) ( Table 2) . Meanwhile, there were statistically significant differences in the scores for critical understanding, importance of preferences, management preparation, and the existence of a written and understandable care plan subscales between the two groups at O1 (Z = 5.47, P < 0.001; Z = 5.99, P < 0.001; Z = 5.61, P < 0.001; Z = 4.84, P < 0.001, respectively). The study group reported higher scores in the four subscales of the CTM-15 than those of the control group at O1. There was no significant difference in the medication adherence scores in the study group and the control group at the baseline (5.92 vs 5.81; t = 0.99, P = 0.319) (Table 3) . Nevertheless, significant differences were noted both at O1 (6.86 vs 6.32; t = 5.66, P < 0.001) and O2 (6.77 vs 6.46; t = 3.50, P < 0.001). The results of the repeated-measures ANCOVA indicated that there also were within-group differences for the study group and the control group (F = 88.46, P < 0.001 vs F = 22.30, P < 0.001). The overall between-group difference and within-group difference were statistically significant (F = 5.60, P < 0.001 and F = 27.06, P < 0.001, respectively). There was an interaction effect between group and time (F = 4.56, P = 0.014) ( Table 4) . No significant difference was found in the self-efficacy scores between the study group and the control groupat the baseline (6.74 vs 6.89; Z = 0.05, P = 0.959). However, significant differences were found between the study group and the control group both at O1 (8.09 vs 7.41; Z = 5.06, P < 0.001) and at O2 (8.27 vs 7.50; Z = 7.28, P < 0.001). The results of the GLMMs showed that there was significant improvement in the level of chronic disease self-efficacy among the groups over time (F = 39.37, P < 0.001), the overall between-group difference was significant (F = 15.16, P < 0.001), and the interaction effect between group and time was also significant (F = 7.71, P < 0.001) ( Table 4) .
DISCUSSION
It was found that all cause-and cardiovascular diseaserelated 30 and 90 day readmission rates in the study group were significantly lower than those in the control group, which are not consistent with the results of previous studies. For instance, Meisinger et al. (2013) reported that a hospital nurse-initiated case management program that involved postdischarge home visits and telephone visits could not improve patients' rehospitalization rates. Meanwhile, Zhao and Wong (2009) demonstrated that a 1 month hospital nurse and community healthcare nurse cooperation postdischarge transitional care program that involved predischarge assessment, home visits, and telephone follow-ups could not reduce the 90 day readmission rates (Zhao & Wong) . A literature review indicated that the factors that predict rehospitalization include three types: (i) the characteristics of the hospital care system, such as a lapse of communication from the hospitalists to the primary care providers after discharge and inadequate patient education and timely follow-ups; (ii) the patient's characteristics, such as poor health literacy, a lack of medication adherence, and insufficient readiness for discharge; and (iii) the clinician's characteristics, such as inappropriate discharge, medication, and home services (Greenwald, Denham, & Jack, 2007) . Moreover, the Institute of Medicine (2001) emphasized that healthcare system factors, such as poor information transmission processes, inadequate training of discharge staff, and inadequate time for discharge teaching, can prevent patients from having the information they need when being discharged home. Comparing with these previous nurse-led studies, this study was carried out by a combination of a cardiologist and hospital nurse, with family physicians and home nurses in community healthcare centers. Patient education in the hospital was conducted by using a teach-back method, which assured the patients' comprehension and their adequate readiness for discharge. Discharge planning that was established by a cardiologist, hospital nurse, patient, and his or her caregivers collaboratively could meet individualized patient needs and increase patient adherence. Meanwhile, discharge planning that was delivered from the hospital to the community healthcare centers within 48 h after discharge ensured timely and efficient discharge information communication and continuity of care between the hospitalists and the primary care providers. Furthermore, in addition to healthcare suggestions from the home nurses in the community healthcare centers, the family physicians were responsible for monitoring disease progress, assessing, and diagnosing urgent symptoms and signs in advance, as well as adjusting the treatment plan if necessary, which might have been an effective strategy to reduce the readmission rates. It also was found that the study group reported a higher CTM-15 score, compared to those in the control group. Holland and Hemann (2011) used a pre-post research design and found that the patients who received a nurse-led, standardized hospital discharge plan reported higher quality-of-care transitions than those before the intervention (Holland & Hemann, 2011) . Parrish et al. (2009) demonstrated that the study group that received a nurse-led, 4 week care transition program reported better quality-of-care transitions, compared to those in the control group. These results are similar to the findings of this study, which demonstrated the effectiveness of a transitional care program.
Concurrently with the result of a previous study (Wong, Ho, Yeung, Tam, & Chow, 2011) , this study's program achieved a significant effect on medication adherence. It might be attributed to the intensified medication management procedure, which was implemented during the whole study process. Also, this program increased the level of chronic disease self-efficacy of the patients; that is, their ability to manage their own health conditions. It is similar to the results of other studies (Enguidanos, Gibbs, & Jamison, 2012; Wong et al.) . There are four ways that self-efficacy can be increased: (i) enactive mastery; (ii) vicarious modeling; (iii) verbal persuasion; and (iv) arousal (Bandura, 1986) . In this study, the hospital nurse handed out disease self-care materials to the patients and offered self-care advice during their hospitalization. A postdischarge plan also was distributed to the patients, aiming to increase their understanding of self-care knowledge and skills. Moreover, the home nurses and family physicians in the community healthcare centers carried out postdischarge follow-up arrangements cooperatively in order to encourage the self-care of the patients. Verbal guidance and persuasion from healthcare providers is beneficial to developing self-efficacy. Furthermore, health management involved the patients and their caregivers. Verbal encouragement and persuasion from the caregivers also can improve patients' self-confidence in disease management. In addition, the perceived benefits and the development of self-care skills by participating in the program is another reason for the increased self-efficacy of the patients.
Several limitations were noted in the study. First, only the 30 and 90 day data were collected, which might not reflect the long-term effectiveness of the study protocol. Second, the cost-effectiveness of this program was not analyzed, which might not demonstrate its economic effects. Third, the patients were recruited from a general tertiary-level hospital in China, which might undermine the sample's representativeness and limit the generalizability of the findings. Future studies that include more patients in China are needed. Finally, in mixing postPCI patients and medication-only patients together as the study sample, they might have different readmission rates, their readmission may be attributed to different reasons, and they might have different transitional care experiences qualitatively. Future studies are needed to explore the effectiveness of care transitions in a specific sample.
IMPLICATIONS FOR CLINICAL PRACTICE
This study has constructed an effective transitional care model, in which an efficient communication stage for patients with coronary heart disease and their caregivers, as well as healthcare providers in hospitals and community healthcare centers, has been developed. The hospital-community partnership transitional care has provided a new insight for chronic disease management. The deliberate efforts to interface hospital and community health care helped to anticipate and respond to the needs of the patients during their hospitalization and after returning home.
CONCLUSION
This was the original hospital-community partnership transitional program in China. The results demonstrated its effectiveness in reducing 30 and 90 day hospital readmission rates, improving the quality-of-care transitions and medication adherence, as well as increasing chronic disease self-efficacy.
